Obtaining perspectives from those seeking healthcare after sexual violence on care and how it's delivered is important.
database), BNI (British Nursing Index), ASSIA (Applied Social Sciences Index and Abstracts) using keywords and MeSH terms relating to patient reported experience and outcomes and sexual violence from inception until May 2017 (online supplementary material 1). Methodological filters to identify specific study designs reduced the sensitivity of the searches and were, therefore, not applied. A 'grey' literature search using Web of Science, the British Library and Open Grey was performed. Additionally, we searched reference lists of identified articles and conducted citation searches of key studies. Authors were contacted for clarification if needed.
Study eligibility criteria
Studies were considered eligible if they included either patient reported experience or outcomes. Specific study eligibility criteria were: (1) participants of any gender, aged 13 years or older (2) history of sexual violence as either defined by the UK Sexual Offences Act 2003 or serious sexual violence was reported to have occurred (3) presentation to healthcare settings including, but were not limited to: primary care (e.g. GP, school nurse/health visitor); sexual health clinics; Emergency department and hospitals; SARC (Sexual Assault Referral Clinics); third sector organizations whose primary remit during the attendance of the client includes health care of those having experienced sexual violence. Studies only assessing the views of service providers were not eligible for inclusion. All study designs were considered.
Selection of studies and data extraction
One reviewer scanned the abstracts and titles, after ensuring concurrence with a second reviewer for the first 100 articles, using the criteria described above. Two authors independently assessed full text articles that appeared to meet eligibility criteria; disagreements were resolved by consensus, with a third author available to resolve the issue when needed. Two data extraction proformas, for quantitative and qualitative data, were drafted, reviewed, piloted and refined by the authors.
Quality assessment
Using a modified version of the JBI appraisal tool, [12] a checklist for analytical cross-sectional studies, each quantitative study was assessed for its methodological quality and the extent to which the authors had addressed the possibility of bias in its design, conduct and analysis. For PROMs or PREMs the COSMIN tool was used to assess quality. [13] Qualitative studies were assessed for quality using the JBI appraisal tool for qualitative studies. [14] 
Synthesis
We planned to determine how PROMs and PREMs had been previously defined and see if a "gold standard" measure of PROMs and PREMs exists for this group of patients. However, this was not possible since no PROMs or PREMs were identified. Data were extracted to identify healthcare outcomes that had been assessed across the quantitative studies, and key experiences detailed across qualitative papers; Framework Analysis was used to synthesise the qualitative studies, and relevant components of mixed methods studies. [15] NVivo software for Mac (Version 10) was used to manage the qualitative synthesis.
RESULTS
7563 abstracts and titles were identified and reduced to 4153 after removing duplicates. After reviewing titles and abstracts, 184 papers were then assessed as full texts, resulting in the inclusion of 21 references.
One study generated two papers, [16, 17] thus 20 studies were included. Of these 20 studies, 10 used qualitative research methods, eight used quantitative and two mixed methods. Included studies are summarised in Tables 1a and 1b. No specific PROMs and PREMs in relation to attendance at a healthcare setting after sexual violence were identified. Although validated measures e.g., Beck Depression tool, were employed in some studies to measure outcomes these assessed the effects of therapy rather than obtaining patient opinions on the support required. The quantitative studies were used to identify the type of care provided, and the nature of the interaction with healthcare professionals. The qualitative studies identified key themes regarded as priorities. We first provide a summary of the quantitative study findings, then the qualitative findings before bringing these together in our discussion section.
Quantitative Studies
The 10 quantitative and mixed method studies used cross-sectional surveys but no PROM or PREM regarding health care after sexual violence was identified. The cross-sectional surveys collected patient data on the type and experience of health care offered. Study quality is summarised in Table S1 and no study was excluded on the basis of quality. A validation process for survey development was reported in 3 of 10 studies, [16, 18, 26] but none used a comprehensive approach to questionnaire design, incorporating patient input, and assessment of validity, acceptability, feasibility and reliability.
The survey questionnaires were delivered using a verbal format in a face-to-face interview setting (n=4), by phone (n=2), and by self-administered written questionnaire (n=6). Some studies used more than one method of data collection. Seven studies were based in USA, two in UK and one in France. Four were delivered in acute medical settings (including forensic suites), three in mental health settings and three in community support settings (e.g. Rape Crisis). Convenience sampling was used in most instances.
Regarding study participants, six studies had exclusively women participants with the remaining four studies having only 5% male participants (35/700). Only one study recorded information on sexuality:
among the all-women sample, 69.5% identified as heterosexual, and 31.5% homosexual, bisexual or unsure. There was a paucity of data on ethnicity with five studies not reporting on this and the remainder including predominantly Caucasian participants. Study sample size ranged from 52-365 respondents. [26, 34] Some surveys were supplemented by validated assessment tools, such as the Counselling Outcome Index The predominant themes incorporated into questionnaires covered two main areas; services offered or received, and interaction with healthcare professionals, with findings summarised in Table 2 . Services included direct medical care (for example trauma care, sexual health, gynaecology), forensic medical examination (which may or may not have involved police and legal services), psychological health care, and the provision of healthcare information. A wide variation was found in the availability and delivery of key services including testing for sexually transmitted infections, offering prophylactic antibiotics and provision of HIV secondary prophylaxis following assault, but the relative importance of these services were to survivors of sexual violence was not clear. Forensic examination to support a criminal investigation was performed in a variable proportion of patients which appeared to depend partly on the setting at presentation, but a number of studies noted that such an examination had either not been expected or was not wanted. There was a strong focus on physical care and the limited provision of mental health support was evident despite this being identified by patients as being of importance to them and helpful when available.
Where studies addressed the interaction with healthcare professionals in addition to health services, some participants raised concerns on not feeling empowered, safe, being believed or receiving compassionate care. [16, 17, 24, 26] The majority of patients reported that the planned clinical procedures were explained to them in advance, but a significant minority felt that this was not the case and that they did not have full control over what was happening nor that a full explanation had been provided. The sense of being in control during the consultation was linked by patients to greater engagement with care, improved mental health and a higher chance of attending future healthcare appointments. A good personal interaction between the individual healthcare worker and patient, in contrast to a more clinical or impersonal approach, was also identified as being important to patients as was the perception that staff had a non-judgemental attitude.
The provision of information to patients varied widely but was particularly low for HIV advice and information regarding mental health support.
Qualitative studies
No qualitative study was excluded on the basis of quality but two common limitations of the qualitative studies were: the lack of a statement locating the researcher culturally or theoretically, and; any acknowledgement or explanation as to the researchers influence upon the research, or vice versa (Table   S2 ).
Of the 10 qualitative studies, five were conducted in the USA, three in Canada, and one each in Brazil, and Iceland. Most studies employed semi-structured, individual interviews, with participant numbers ranging from 8 [30] to 60. [27] Two studies included men as well as women, [5, 27] one men only, [29] and seven with recruited women only. Although the age-range varied, most included participants between the ages of 20 and 50 years, with one study focusing exclusively on adolescents. [37] Table 1b shows characteristics of study participants, including limited data on sexual orientation. Although the main areas identified as being of importance varied, there were two discernible overarching themes:
firstly, the importance of communication prioritising the patient and encompassing trauma-informed care;
secondly, patients prioritised care that enhanced their power and control.
Patient-and trauma-focused communication
Every identified qualitative study conveyed a key theme related to the importance of patient-focused communication that was trauma-informed (i.e., avoidance of re-traumatisation and being attentive to signs and symptoms of trauma), [38] as revealing their sexual abuse. [5, 37] Disbelief was particularly prominent for those who disclosed their abuse was perpetrated by a woman:
I left her office startled, confused, hurt and very angry to have a person who is supposed to be a healing professional, who cannot afford to be naive, express shock that a woman is capable of sexual abuse ...I found that attitude repeated again and again" (Female #1). [5: 55] As patients progressed from the first response and moved through their healthcare experience, they prioritised the building of trust and compassionate care, and how processes and procedures were communicated throughout contributed to care being experienced as such. Four studies noted the importance of gaining trust throughout care, whether to perform an intimate physical examination or throughout the therapy process. [27, 32, 33, 37] She just slowly got into it. And she got my confidence and trust and stuff. [37: 72] Four studies identified compassionate care from healthcare staff as being important in achieving a positive experience. [27, 28, 30, 31] Three studies [27, 28, 31] conveyed patient experiences of compassionate care linked to non-judgemental attitudes, whereas participants in the Erkisen et al (2002) study spoke more broadly about compassion stemming from being treated as a whole person rather than focusing on clinical aspects of care:
"They were just very human…not clinical about it…and it was that shared humanity that meant the most to me." [30: 87] Two studies noted the importance patients attributed to being given clear information throughout their care, regardless of whether this was a forensic examination or counselling. [3, 31] 
Empowerment
The theme of patients receiving care that enabled them to experience control emerged across all ten qualitative studies. [3, 5, [27] [28] [29] [30] [31] [32] [33] 37] A key starting point for enabling patients' empowerment is to unequivocally believe patients and for their abuse experience to be taken seriously. [5, 27, 31, 37] Conversely, patients noted their negative experiences with healthcare after sexual violence, including struggling with recovery, stemmed from not being believed, or indeed the abuse being minimised. [5, 27] For many patients, an important aspect of care they valued in addition to being given clear information was to then be offered choice. Thus, good care from the patient perspective was less about having tests or a procedure, than being offered the choice for them. [27] and in another study this was described as patients 'setting the pace for the examination'. [30] Healthcare provision that enables patients to feel empowered was important to patients across all settings, whether in a clinical setting for a forensic examination or in a counselling service. For
example, in relation to counselling, one participant said
People should have to ask your permission before they march into the centre of your soul. [32:49] Six studies associated the experience of care received with specific physical and cognitive-affect-related outcomes, including: 'healing', [5, 27, 31] overall wellbeing, [5, 31] increased agency, self-efficacy and self-esteem, [32, 33] gaining control and confidence to enable recovery, [31] positive impact on relationships, including intimate relationships, [33] and positive impact on physical health. [33] Conversely, feeling disempowered from poor care could negatively impact on care continuation and ultimately health and wellbeing outcomes. [5, 32] 
DISCUSSION
This systematic review sought to understand patient reported experiences and outcomes after attending health services for care after sexual violence. The review found no 'gold standard' measure of PROMs or PREMs, leaving challenges for service providers wanting to evaluate and improve the health care offered.
Disclosure of sexual violence allows patients to start accessing appropriate health care, whether to receive a forensic examination, sexually transmitted infection testing or counselling. The included qualitative studies provide useful insights into patient experiences and point strongly to the importance of good communications that allowed a patient to perceive their care as creating trust and conveying compassion.
Studies also emphasised the importance of patients feeling empowered throughout their care experience, from the initial encounter and with subsequent interactions with staff. Two issues arise from these findings: first, a methodological issue regarding the need to develop a theoretical framework and identification of key domains of empowerment and effective communication if such a concepts are to take prominence in a measure of quality of care; [39] second, clear management pathways and staff training are likely to be required to meet these patient defined goals.
The quantitative studies used validated tools to assess specific care-related outcomes but did not have patient reported experience or outcome measures. They did, however, provide evidence of the types of acute health care response offered after sexual violence, including: emergency contraception, HIV prophylaxis, protective vaccinations and infection testing ( Table 2 ). Although such procedures may be a relevant component of medical care, from a patient perspective it was equally or more important that care was personalised and that choices were provided before agreeing whether to proceed or not. Additionally, such outcomes and experiences related to acute healthcare cannot necessarily be assumed to be what patients consider to be the most important measures of quality. However, the items listed in the surveys were based on expert opinion and reflect national guidelines, such as BASHH Management of Adult and Adolescent Complainants of Sexual Assault. [40] The evidence base was limited, particularly when compared with the intervention literature and there are missing voices, either through lack of research focus or from lack of reporting. In particular, it is striking that only one study noted the sexual orientation of the study population. [26] If LGBT identifying individuals are making use of healthcare services they need to be asked about their experiences and outcomes so that we can reflect on similarities and differences with a heterosexual population. A similar omission occurred for men with the majority of studies focused on women only. [29] There have been no studies published in the past 20 years on men's experiences of healthcare after sexual violence. These are two important gaps in the evidence, which should be addressed with further research.
Our review should be read with various limitations in mind, including our use of a broad definition of 'healthcare setting' incorporating a wide variety of venues which may limit the applicability of our findings in specific settings. This did, however, increase the likelihood of identifying relevant PROMs or PREMs. Our decision to include all study designs allowed us to capture a wide range of evidence to ensure a greater understanding of what matters to patients in this situation. It is also possible that despite using broad parameters, multiple databases and grey sources, we could still have missed relevant studies. LGBT community
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